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Counting fingers* 6/6 (aphakic) Bloomfield and Kellerman (I949) compared the results of surgery in i 9 patients with those of medical treatment in 22 patients. All had residual central islands and after an average follow-up period of 2 years and 4 months it was found that vision was better maintained in the unoperated group. The cause of reduction in visual acuity was not determined so that reversibility of the condition was not excluded.
The present study showed that postoperative Fanta and Herold (i966) undertook static perimetry before and after operation on io eyes in which the macular fixation was approximated by glaucomatous field loss. They demonstrated a fall in the profile of sensitivity to static perimetry and a reduction of the functioning field in all instances. However, fixation was maintained in eight of their cases. Of the two who lost fixation, one was a high myope (Case io). In the other (Case 8), the inferior scotoma, almost splitting fixation preoperatively, was questionably glaucomatous as it was atypical in shape and crossed the horizontal meridian nasally. Fanta and Herold suggested that operation was justified only if the limits of the visual field did not encroach more than 50 from fixation and that loss of fixation was probable if the encroachment was 30 or less.
This supposition is not borne out by the recent results of Lichter and Ravin (I974) or those of the present series. We found that the patients' response to perimetry inside the 50 isoptre is usually inconstant and that the actual visual acuity is the best method of determining macular involvement in glaucomatous field loss in these circumstances. We found that acuity fluctuated at different examinations, usually between 6/9 and 6/i8 and, exceptionally, 6/24 (Patient i4, Table II) .
Careful refraction and time for the patients' concentration and orientation of visual direction were the most important factors in eliciting the maximum visual acuity. When fixation is involved the acuity is invariably less than 6/6o and when the condition is due to glaucomatous field loss the decline to this level is dramatic unless other factors such as cataract have already lowered the acuity to between 6/24 and 6/6o. Lichter and Ravin (1974) attempted to classify late glaucoma in terms of visual acuity and field loss. They did not give a full description of the visual fields but in 23 eyes in which visual field loss 'involved fixation' (as shown by a reduced visual acuity), and in nine eyes in which field loss extended to within 5°of fixation, drainage procedures did not influence macular function. Loss of acuity was attributed to cataract and this caused a similar loss of acuity postoperatively in glaucomatous eyes in which fixation was not threatened.
The present investigation has also revealed that postoperative cataracts reduce the visual acuity. They occurred earlier, and with a greater effect on vision, in the central island group than in the nasal field defect group. This may mean that the more severe the glaucomatous damage, the more vulnerable are the eyes to postdrainage cataract formation. Alternatively, the 'tunnel' vision of these eyes may be more vulnerable to minor lens opacities. The number of trabeculectomies carried out was also much lower in the central island group, and this operation appears to be much less likely to cause postoperative lens opacity, at the 6-months level of follow-up.
Lichter and Ravin's series was remarkable because of the absence of any postoperative maculopathy. In the central island group (Table II) (Tables I and  II) , however, maculopathy developed in three eyes (7 per cent).
Lawrence (I969) found a similar postoperative morbidity regarding cataract and maculopathy. In I9 eyes with residual central islands, central fixation was not lost but visual acuity was reduced as a result of cataract in six eyes and maculopathy in one. In 24 eyes with 'quadrantic' field loss, central fixation was maintained but vision was reduced by cataract in seven eyes and by macular degeneration in eight. All were eyes which had been trephined and this operation would appear to cause a greater postoperative morbidity. Kronfeld and McGarry (1948) (Tables I and II) .
If the 5-year survival of macular function is improved only from 75 to 83 per cent by drainage surgery (Kronfeld and McGarry, 1948) , these sequelae of surgery would not be justified. However, Kronfeld and McGarry did not describe the amount of lowering of intraocular pressure achieved medically in their unoperated group and this may have more significance regarding survival of the visual field than 24-hour control under the arbitrary pressure of 2i mmHg (Miller and Karseras, 1974) . In cases in which medical therapy has little therapeutic effect on high intraocular pressures and reasonable longevity is assumed, the risks of surgery may be considered to be justified in patients with advanced glaucoma.
The results of cataract extraction show that IO of I3 patients had an improved visual acuity, maculopathy being responsible for postoperative morbidity in three patients.
Lawrence ( We should like to thank M. V. Graham, P. Graham, and P. V. Mills for permission to study their patients.
